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Abstract

DNP FINAL REPORT: PSYCHOSOCIAL SCREENING FOR ONCOLOGY PATIENTS
ROBYN BEARD, MSN, RN, OCN
DNP Faculty Mentor: Colleen Marzilli, PhD, DNP, MBA, RN-BC, CCM, PHNA-BC, CNE,
NEA-BC
The University of Texas at Tyler
April 2022
Background: Patients with cancer often face severe distress related to fear of death, body
disfigurement, financial stress, and lack of support system. This distress may lead to physical and
emotional symptoms that bring patients to seek care at emergency departments, delay care or
make poor health choices, and increase utilization of prescription drugs. With the already over
burdened healthcare system, addressing these psychosocial needs is vital to improving patients
outcomes as well as improving healthcare expenditure.
Purpose: The purpose of this evidence based practice project was to improve perceived quality
of life for oncology patients through detailed screening and behavioural intervention.
Methods: A body of evidence was evaluated and synthesized using the EBP process. From the
evidence, a standardized psychosocial distress screening and intervention program was
developed and implemented for oncology patients that were admitted to three floors at Methodist
Dallas Medical Center. Using the NCCN distress thermometer as well as the 39 questions
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problem list, psychosocial distress was considered with the expectation that perceived quality of
life would improve.
Results: The average initial distress screening was 4.6 out of 10. At the three month follow-up
screening, the average score was 3.1, improving by 32%. Most interventions included nutritional
support, support groups, palliative and hospice care, and social work, with 92% utilization of
referrals by patients.
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Chapter One
Nature of the Problem
Cancer often associates itself with distress. The sudden and often severe changes that
rampage one’s life after a cancer diagnosis may lead to poor outcomes that impact both the
patient and the healthcare system. The purpose of this chapter is to describe the problem, explain
the process leading to this explanation, and present an appropriate clinical question related to the
oncology population.
Background of the Problem
Description of the Problem
Oncology patients have a unique situation they face. New struggles such as fear of death,
disfigurement, disability, infertility, dependence, abandonment, altered relationships, and
financial hardships are all life-altering factors that may affect quality of life. These struggles
may be minimal for some, but others have difficulties coping with these sudden life changes.
Zaorsky et al. (2019) reveal an unfortunate reality that suicide is prevalent among cancer
patients. The standard mortality ratio (SMR) is 4.44, and this reveals 28.58/100,000 oncology
patients commit suicide. Although this outcome is extreme, the reality is that patients with
illnesses like this are prone to negative emotional outcomes. Phillips and Currow (2010)
describe cancer as a chronic illness. The number of people living with cancer has increased,
revealing the need for ongoing support both medically and emotionally. The medical treatment
for ongoing cancers may include oral chemotherapies, hormone blockers, maintenance
intravenous therapy, or regular injections. The assumption is that if the medication is given, the
cancer will be controlled. For some, this treatment is lifelong. This idea of a “never ending
battle” may trigger feelings of anxiety, depression, and hopelessness, further illuminating the
1

need for psychosocial support for oncology patients. The benefits of offering a psychosocial
intervention includes decreased anxiety and depression, better coping mechanisms, improved
quality of life, and strengthened relationships. If oncology patients are only offered medical
care, healthcare providers would be doing them a disservice, leading to potentially negative
outcomes. Oncology patients must be treated holistically, treating the mind, body, and soul.
Predictors of Oncological Distress
There are various other factors that may increase the risk of oncology patients
experiencing psychological distress. These include young age, metastisis of disease, pro-longed
treatment duration, lack of family support, financial hardships, and emotional difficulties (Berhili
et al., 2016). Addressing these factors at initial diagnosis may help healthcare providers provide
better care and facilitate better outcomes for the patients.
Significance of the Problem
Over $200 billion is spent anualy on oncology care in the United States (NIH, 2021). This
astounding number has a significant affect on the healthcare system and this country. Distress
related to chronic diseases such as cancer may impact medication adherence, coping
mechanisms, and lead to poor health outcomes. This ultimately leads to increased ED visits,
hospital admissions, prescriptions, and outpatient clinic visits (Barry et al., 2020). Macmillan
states that in 2010, the cost of extended bed stays due to preventable psychological illness in
cancer patients at one London facility was 366,000 pounds sterling per year, which equates to
nearly $508,000 per year.
External Evidence
The Institute of Medicine (IOM) outlines a theoretical model for providing psychological
care. This model is built on five key elements: Identification of psychosocial health needs,
2

linkage of identified patients to appropriate professionals, support of cancer patients in managing
illness, coordination of psychosocial and biomedical care, and follow-up to determine
effectiveness of services offered. According to the American Cancer Society, different types of
psychosocial interventions may include but are not limited to behavioral therapy, counseling,
guided imagery, music therapy, relaxation training, stress management training, and support
groups. Guo et al. (2013) study the benefits of psychosocial interventions. The intervention arm
included psychoeducation, cognitive-behavioral therapy, and supportive-expressive therapy,
compared to the control group which received treatment only. Benefits of the intervention were
evaluated using the Self-rating Depression Scale, Self-rating Anxiety Scale, and a quality of life
questionnaire. The intervention arm showed significant improvement in symptoms of anxiety,
depression, view of quality of life and emotional functioning.
Internal Evidence
Internal evidence was gathered both through electronic reports via the electronic medical
record (EMR), and manual data retrieval via various nurse navigators. EPIC is the EMR used at
Methodist Dallas Medical Center (MDMC). Reports show the number of hospitalized oncology
patients to the number of those patients referred to palliative care. A referral to palliative care is
made for patients reporting various symptoms of distress such as pain, insomnia, and nausea and
vomiting. These reports showed that less than 18% of hospitalized oncology patients are referred
to palliative care, yet almost 80% of the oncology patients had documented distress. MDMC
also employs nurse navigators that track patients for specific cancer types. Currently the
colorectal, breast, pancreatic, and survivorship nurse navigator document patient distress in their
navigation tool. Out of 117 patients navigated through these specialties, 91 of them documented
distress in some way. Out of these 91, only 15 had a documented referral to an outside specialty.
3

Population Description
The population in Dallas, Texas is primarily made up of Hispanic (42.9%), White
(28.5%), Black (24%), Asian (3%). The average household income is $50,627 and 18.5% of its
residents live in poverty. There are over 11,000 expected new cancer diagnoses in Dallas County
this year, and the number of cancer deaths is expected to be around 4,000 in the county (Texas
Health and Human Services, 2021). The population studied at MDMC includes all patients
admitted with a diagnosis of cancer on 7 and 8 Schenkel Tower, and 6 Sammons Tower.
Organization and Culture
MDMCis a 556 bed hospital in the heart of downtown Dallas. It is a nationally recognized
transplant and digestive institute as well as a leader in pancreatic and colorectal cancers. This
facility has a very high number of masters and doctorly prepared nurses that focus on and value
evidence based practice (EBP).
Practice Problem
The internal and external evidence support that there is a challenge with patients that
receive a cancer diagnosis. Health promotion is derived through holistic care. Therefore, the
question arises: In oncology patients (P), does the implementation of a psychosocial program (I),
compared to standard care (C), affect perceived quality of life (O), within 3 months after initial
screening (T).
Conclusion
In summary, distress in oncology patients is significant not only for the patient but for the
healthcare system. Distress may manifest in different ways, but commonly will be shown
through symptoms of depression, anxiety, insomnia, pain, poor coping mechanisms, poor
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medication adherence, and increased hospital and clinic visits. This is evidenced by both internal
and external data.
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Chapter Two
Evidence Synthesis and Recommendations
In any change initiative, it is important for one to complete a systematic and exhaustive
search of the literature. This process enables the implementation of EBP. This chapter describes
the process of searching for, evaluating, appraising, and synthesizing the evidence. It concludes
with the recommendations for change as outlined in the literature.
Evidence Search
Melnyk and Fineout-Overholt (2019) present a multi-step process for evidence-based
change. Step two of the EBP process is a systematic search for the best evidence. Three
databases were systematically searched: PubMed (See Appendix A), CINAHL (See Appendix
B), and Cochrane (See Appendix C). Each search used the same key words, the same
combination of key words, and the same Boolean operators. Interventional search terms used
were “psychosocial program,” “psychosocial intervention,” “cognitive therapy,” and “behavioral
therapy.” Outcomes search terms used were “quality of life,” and “wellbeing.” The results were
further filtered by a date of five years or less, and English language. One study was later added
that was published in 2000. After systematic review, a final yield of six keeper studies compiled
the body of evidence (BOE). Out of these six studies, four were level one systematic reviews or
meta-analysises, and two were level two randomized controlled trial.
Critical Appraisal
According to Fineout-Overholt (2019), critical appraisal is “the heart of evidence-based
practice.” This process includes four steps: rapid critical appraisal, evaluation, synthesis, and
recommendation. This approach allows clinicians to decipher what information is pertinent, and
what is irrelevant. This is a standardized approach that allows for reliable sources to be kept and
6

used. Step three of the EBP process involves critical appraisal of the evidence. This appraisal
describes the validity, reliability, and applicability of the results. Validity refers to the
truthfulness of the study, including whether the subjects in randomized controlled trials were
randomly assigned to the treatment or control groups, and whether the population had equal
characteristics. Reliability describes whether the treatment effect can be replicated in the clinical
setting (i.e., how well the intervention worked). Applicability describes the similarities between
test patients and the actual patient population that receives care (Melnyk & Fineout-Overholt,
2005).
Rapid Critical Appraisal
A rapid critical appraisal (RCA) and general appraisal overview (GAO) were completed
for each of the seven articles in the BOE. All articles were found to be valid and were kept in the
BOE. As suggested above, a rapid critical appraisal checklist (RCAC) was appropriate for the
study design and a GAO allowed the clinician to recognize the significance and application of a
study quickly and easily. This step may seem tedious for some, but it is a vital component of
EBP implementation. All six studies remained as keeper studies in the BOE.
Evaluation
An evaluation table (See Appendix D) allows the researcher to quickly gather
information from all keeper studies in one place. The use of abbreviations and legends keeps the
table clean and concise. The legend is developed by the researcher and makes the table
consistent. Conceptual frameworks, design methods, variables, data analyses, study findings, and
recommendations were included in the evaluation table. This evaluation table revealed a
consistent use of behavioral therapies with a reported perceived increased quality of life for
oncology patients.
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Synthesis
Synthesis tables are a succinct visual way of presenting data from across the BOE.
Evidence-based change agents use this synthesized data to make recommendations in practice
(Melnyk & Fineout-Overholt, 2005). Two synthesis tables were created (See Appendix E,F),
describing outcomes and the level of evidence. Across all studies, various results of
psychosocial distress such as anxiety, depression, insomnia, pain, and perceived quality of life
were improved with behavioral therapy interventions.
Recommendations for Change
Consistently across all the body of evidence, the use of behavioral therapy supports an
improved perceived quality of life for oncology patients. The therapy may include but is not
limited to support groups, counseling, chaplain services, and journaling. Therefore, the
recommendation based off the BOE is to screen for distress then implement a form of behavioral
therapy for oncology patients.
Conclusion
After thoroughly searching and evaluating the data, one may conclude that screening for
distress and offering an intervention may improve QOL for oncology patients. Various themes
found in literature included use of group or individual counseling, social work services, and
patient education. These interventions were consistently utilized after the initial distress
screening or conversation between healthcare team and patient. Consistently, the interventions
focused on the patients reported cause of distress, but there may be areas of opportunity to
further address needs that may not be obvious on the distress screening. With that in mind, the
elements of supporting holistic health through distress screening is well-supported in the
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literature and is an opportunity fot the oncology patient population at MDMC. This is an
opportunity to improve QOL for this patient population.
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Chapter Three
Project Plan
As Alan Laikan appropriately penned, “failing to plan, is planning to fail.” The purpose of
this chapter is to describe the exhaustive efforts of the author to plan the implementation of this
change initiative. This includes use of various models and theoretical framework, a detailed pre
and peri implementation plan, as well as data collection and analysis.
Project Models
Johns Hopkins Nursing Evidence-Based Practice Model
This model is comprised of a three-step process called PET: practice question, evidence,
and translation. The practice question phase includes 6 steps- Recruit an interprofessional team,
define the problem, develop, and refine your EBP question, identify your stakeholders, determine
responsibility for project leadership, and schedule team meetings. Team includes the director of
oncology, lead data registrar, psychosocial nurse navigator, and director of surgical oncology.
The problem is defined as increased psychosocial needs in oncology patients. These needs are
not met effectively, resulting in lower perceived quality of life as reported by oncology patients.
The PICOT questions asks In oncology patients, does implementing a psychosocial program,
compared to standard care, affect perceived quality of life in oncology patients, over a 3-month
time? Stakeholders included nurses, patients, community resources, hospital cancer committee,
physicians, and medical assistants. Project leadership included the psychosocial nurse navigator,
director of oncology, and lead data registrar. These three facilitated communication with the rest
of the team, held weekly meetings, ensured the project followed COC standards, and evaluated
for effectiveness at interval times.
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The searching for evidence phase included conducting internal and external evidence,
appraised the level and quality of each piece of evidence, summarized the individual evidence,
synthesized the overall strength and quality of evidence, and developed recommendations for
change based on evidence synthesis. Internal evidence came from EMR referrals to palliative
care for oncology patients and documented distress. Reports showed that only 18% of oncology
patient were referred to palliative care to assess and treat needs caused by cancer and its
treatment. Infrequent use of the National Comprehensive Cancer Network (NCCN) distress
thermometer showed scores of 5/10 or higher in 74% of patients that used it. Although there was
a lot of inconsistency, this showed the undeniable need for assessment and treatment of various
psychosocial needs in oncology patients such as depression, anxiety, pain, lack of support
systems, financial needs, etc. External evidence gathered through three databases, PubMed,
CINAHL, and Cochrane. These were systematically searched, the articles found were appraised
using rapid critical appraisal, and the body of evidence ended up with 6 articles, all level one and
level two. An evidence table was made summarizing the individual and overall evidence,
synthesis tables were made, and a recommendation to implement a program that included
distress screening, interventions as appropriate at the facility, and referrals were made to outside
community resources when appropriate.
Translation into practice phase determined the fit and feasibility of recommendations for
the translation plan, created action plans, secured support and resources to implement the action
plan, implemented the action plan, evaluated outcomes, reported outcomes to stakeholders,
identified next steps, and disseminated findings.
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Figure 1
The Johns Hopkins Nursing Evidence-based Practice Model

The Change Model
The change model used was the McKinsey 7S model. This model includes hard and soft
elements. Hard elements include the strategy, or plan of action or roadmap; the structure, or
organizational structure or reporting pattern; and the systems, or day to day tasks required by
staff for completion of assigned tasks. Soft elements include the shared values, or goals and core
12

values that are reflected in the organizational culture; the style or leadership style such as t
Democratic leadership style; the staff, or the capabilities of individual employees. Medical
assistants and nurses completed the initial screening, then refered to the psychosocial nurse
navigator for a more detailed assessment depending on the score. The navigator then refered to
outside community resources as appropriate keeping in mind the capabilities of each person at
each level and their skills. It was important to not ask employees to take part of this project at
any level they did not understand or have the skillset to complete the required task.
Figure 2
The McKinsey 7S Framework
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Leadership Model
The leadership model used at MDMC and for this project was the Democratic Model, also
known as participative or shared leadership. Everyone was given the opportunity to participate
with ideas being shared freely. Although the focus was on group equality and brainstorming, the
leader is still there to offer guidance and control. Strong democratic leaders inspire trust and
respect among followers. Decisions were based on morals and values, and diverse opinions were
sought out. This worked well because group members were committed and active in the
decision-making process. In this model, if stakeholders are passionate about the end goal, then
the process will continue to move forward. However, if the team is not skilled in communication
and decision making, the team may end up agreeing on an action plan not supported by data and
evidence. Group members were skilled and eager to share knowledge, so this was the perfect
leadership model for this change project. Group members were encouraged to share ideas and
have an active role in the decision-making process. Creativity was often encouraged and
rewarded (Cherry, 2020).
Figure 3
Democratic Leadership Model
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Theoretical Framework
Patients with cancer face an entirely new paradigm. They are dealing with physical
changes, and they have the challenge of handling the psychological toll from cancer that is
profound. The link between the psychological and physical is explained well using the Cognitive
Behaviour Theory. This theory explains how thoughts, feelings, and behaviors interact. If one
can change their thoughts, they can change their feelings, and ultimately their behaviors.
Figure 4
Cognitive Behavioral Theory
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Action Plan Prerequisites
Practice-Setting Specific Recommendation
The specific recommendation for project implementation was as follows:
•

Screen each admitted patient with a cancer diagnosis using the NCCN distress
thermometer.

•

A distress score of 5 or higher will trigger a referral to the psychosocial nurse
navigator (PNN) for further screening. Patients with a lower screening may
request referral.

•

The PNN will use the problems list tool to further assess patients distress.

•The PNN will use this information to appropriately refer patient to various resources
such as dietitian, palliative care, support group, counseling, and social work.
Figure 5
National Comprehensive Cancer Network Distress Thermometer and Problem List for Patients

•
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Fit, Feasibility, and Acceptability
The above recommendations are appropriate for MDMC. The NCCN Distress
Thermometer is an important tool for use with patients that have a cancer diagnosis. The
screening tool is in Epic, and it is easily accessible.
Action Plan for Translation
Ethical Review
Per MDMC guiedlines, this project did not need Institutional Review Board (IRB)
approval as it is not considered a research project. The University of Texas at Tyler has a
screening form for evidence-based change projects and the doctor of nursing practice program
projects, and this was completed. The project did not require IRB approval.
Project Risk Assessment and Mitigation Plan
There were no identified risks of project implementation. The project used a screening
form to identify potential psychological distress and stressors in patients with cancer. This was
implemented as part of evidence-based practice and quality improvement in the facility.
Communication Plan
Weekly meetings were held with director of oncology, psychosocial nurse navigator, and
lead data registrar. The purpose of these meetings was to evaluate the EBP process as it was
happening. Email surveys and educational information were also sent to staff nurses that
implemented the initial distress screening. The tool used for screening was been built into the
EMR, allowing for simple use, documentation, and referral depending on the score.
Implementation Plan
Using the EBP change planning guide, an operational plan was developed. This plan
incorporated the EBP and change models described above. This how-to manual presented a
17

succinctly laid out planning guide. It was important to recognize the stakeholders and potential
barriers when the project plan was developed.
Stakeholders
There were many groups and subgroups needed for the success of this implementation
project. Active stakeholders included hospital administration, physicians, and nurses both in
patient and ambulatory, and patients. Passive stakeholders included social workers, counseling
services, chaplain services, and other nurse navigators. They were considered passive as they
were only impacted if a patient referral was needed for their specialty are. It was most important
for the hospital administration to buy into this project, as there was funding required for any sort
of change. The physicians and nurses both in patient and ambulatory drove this project.
Compliance was needed to accurately screen and assess the need for psychosocial care.
Figure Six
Power Grid
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Barriers and Facilitators
The biggest anticipated challenge was how people view their health. Specifically, how do
they perceive their disease?; how do they perceive their needs?; and how much are they willing
to seek help? Learned helplessness is an unfortunate state of mind that is triggered from a
traumatic event, such as a cancer diagnosis. Camacho et al. (2013) describes learned
helplessness as a predictor of functional disability, pain, and fatigue. Patients with an oncology
diagnosis often feel helpless and out of control of their lives, therefore responding positively to
the challenges that they face may be difficult. This type of behavior and thinking can lead to
poorer health outcomes. Cognitive behavioral therapy, which was a potential referral from the
screening tool, and cognitive behavioral therapy includes mindfulness exercises. Patients
engaged in learned optimism, described their situation, evaluated their beliefs about their
situation, and thought about the consequences of their thought patterns. This was not an easy
process but will absolutely be vital in the success of this project.
Timeline and GANTT Chart
The timeline for implementation spanned from Fall of 2019 through Spring of 2022, using
the six steps of the EBP process. The project ran from May 2021 to August 2021. With followup screening done at three months after initial screening (See Appendix G, H).
Logic Model
A Logic model (See Appendix I) is a broad plan for project implementation. The
following is a narrative of the required components of a logic model: Resources, outputs, and
outcomes. This was completed prior to project implementation
•

Resources needed: psychosocial nurse navigator, clinic and floor nurses, community
resources, distress screening tool, EMR. Resources wished for: social worker.
19

•

Outputs: conducting psychosocial distress screenings for all oncology patients at pivotal
appointments (diagnosis, hospitalization, treatment), psychosocial nurse navigator meets
with patients one on one if score is 5 out of 10 or higher. Referral to community
resources as applicable. Distribute pamphlets and brochures to all oncology patients
regardless of score.

•

Outcomes: 90% of all inpatient oncology patient screened for psychosocial distress.
100% documented assessment by psychosocial nurse navigator for anyone scoring 5 or
high on screening. 100% documentation of referrals placed or patient refusal. Midproject survey documenting patient utilization of outside referrals, lower repeat screening
scores (<5) showing improved perceived quality of life.

Utilization of EBP Model
As mentioned above, the Johns Hopkins Nursing EBP model provides a simple way for
nurses to quickly and appropriately meet the needs of their patients (Brook-Staub, 2005). The
key word is quickly. This change project is not a longitudinal study that takes years to collect
data and ensure reliability and applicability. This model provided a simple step by step process
that was vital when when the project was implemented and evaluated in such a short amount of
time.
Utilization of Change Model
The McKinsey 7S change model provided an easy to follow process for this project. The
implementation team focused on the hard elements of strategy, structure, and systems to work
with administration to create project plan. The soft elements of shared values, skills, style, and
staff allowed for detailed planning

20

Data Collection Plan
Process Indicators and Commpletion Outcomes
For this project, process indicators and completion outcomes included 100% documented
screening (or refusal of screening) for oncology patients. This screening was completed using
the NCCN distress thermometer. Kelter et al. (2018) referenced the use of a screening tool, the
NCCN distress thermometer. Per the evidence, the tool itself is not as important as what we do
with the information that received from it. Once screening was completed (or documented as
patient refusal), 100% of patients that scored 5 or higher had a documented visit with the
psychosocial nurse navigator (or documented refusal by patient). The psychosocial nurse
navigator then completed the NCCN 39 question problem list to further determine the patient’s
psychosocial needs and placed referrals to community resources as needed. Follow-up
determined if at least 75% of patients utilized the community referrals that were placed.
Information was also collected by surveys and interviews with healthcare staff via email.
Weekly leadership meetings took place with the director of oncology, lead data registrar, and
psychosocial nurse navigator. Teo et al. (2018) described psychosocial care as a vital component
of oncological care. Key stakeholders were regularly educated and updated on the process.
Data Collected
Data that is necessary to meet project goals included documented distress screening scores,
referral to psychosocial nurse navigator, referral to outside community resources, and repeated
distress screening scores. These elements were the necessary points in successful project
implementation. Other elements were collected such as pre, post, and mid surveys via email to
implementation team to consider what was working and not working. Qui et al. (2018) and Ye et
21

al. (2018) both considered the repeat distress scores to be important in this process. Both studies
mentioned referral to other resources as important data elements. It was important for the DNP
student to track not only that people were screened, but to make sure the patients were or were
not utilizing the referral, and how the patients felt after utilizing the referral. There were two
main sources of data collection: primary and secondary. Primary data collection included
interviews, surveys, and observations. Secondary data collection included internal and external
data (Research Methodology., N.D). Both sources of data were used in the planning and
implementation of this project as they were equally important. Internal data was collected using
the electronic EMR. Reports ran in the EMR included patient referrals to palliative care,
oncology patients admitted to the hospital, patients screened using the NCCN distress
thermometer, and number of referrals placed to psychosocial nurse navigator. This data incuded
some of the anticipated outcome measures such as 100% documented referral to the psychosocial
nurse navigator for screening scores of 5 or higher. Data labels included distress screening
score, percentage of referrals to psychosocial nurse navigator, and percentage of utilization of
outside referrals as reported by the patient. All data was partially identifiable, linking patients
medical record number with their initial and repeat scores as well as utilization of referrals.
Patient diagnosis was collected to identify trends in disease specific distress.
Required Databases
Data were collected through reports run through the EMR, Epic. Data was collected via
surveys sent to the implementation team. The leadership team for this project included the
director of oncology services, the psychosocial nurse navigator, and the supervisor for data
services. This supervisor ran all reports for this project. The leadership team disseminated the
findings.
22

Data Analysis Plan
Ownership of Data
MDMC owns the data used. Access was granted through reports run on the electronic
medical record (EMR) and surveys sent via email. Approval for hire of psychosocial nurse
navigator was given in May 2020 as evidenced by the official offer and acceptance of role.
Although this position was approved to implement this project specifically, the Cancer
Committee that meets quarterly gave their final approval. This committee met in March of 2021.
The specific guidelines that the Cancer Committee followed regarding approval is the
Commission on Cancer (COC) standards (See Appendix J). The leadership team made sure that
every requirement given by the COC was met in planning this project.
Data Use
Mean scores of the NCCN distress thermometer were used. Also, comparison between the
initial and repeat screenings via the 39 question problem list was used. Additionally, the
utilization of referrals was used to appropriately track patients using these resources. This
helped identify trends in different demographics.
Patient demographics were documented in this project. Age, sex, race, and location were
included as appropriate demographic variables. This information was beneficial to determine
any trends in patient willingness to be screened, reported psychosocial distress, and engagement
in referrals. This was not the focus of this project, but it was useful for retrospective studies in
the future.
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Data Analysis
The difference between prior distress screening scores and patient reported perceived
quality of life was evaluated with a calculated mean. Post distress screening scores and patient
perceived quality of life was evaluated with a calculated mean. Although this sounds qualitative
in nature, numerical values were used to accurately assess the data and interpret the findings.
Proposed Budget
The following is a justification for each identified lined item in project budget (See
Appendix K). Each lined item was necessary to meet program deliverables. The proposed
program is oncology psychosocial distress screening, and facility is MDMC.
Income
Funding for this project came directly from the oncology services department budget at
MDMC. There were no external revenue streams including grants, or donations. Total income
was $120,000.
Expenses
The following expenses encompassed the needs of successful project implementation.
Unless otherwise indicated, each lined item included budgetary needs for the initial project
implementation of five months. Categories were broken down into staffing, tools, and
miscellaneous.
Staffing
Psychosocial Nurse Navigator. The psychosocial nurse navigator spent 100% of their
time planning, implementing, and assessing project needs. This navigator further screened
oncology patients after initial screening was done by floor RNs. The navigator was also
responsible for staff education, developing and maintaining relationships with community
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resources, patient referrals, communication between patients and healthcare team, and eventual
rescreening for patient distress. Yearly salary of $82,000 wass included in the project budget as
this role will continue after project implementation.
RN (Both Inpatient and Outpatient). An RN completed initial distress screening. This
included using the distress thermometer which consisted of patients rating their distress on a
scale of 0-10. Approximate time needed for screening, charting, and referral to the navigator is
one hour per patient. With estimated average hourly pay at $35/hour, a budget of $3500 for 5
months is appropriate. .
Director of Oncology. A weekly meeting with the director of oncology and lead data
registrar was held for entirety of project implementation. This was for evaluation of project.
Estimated hourly rate for one hour per week for 20 weeks results in budget of $950.
Lead Data Register. A weekly meeting with the director of oncology and lead data
registrar was held for entirety of project implementation. This was for evaluation of project. An
estimated hourly rate for one hour per week for 20 weeks results in budget of $675.
Epic Tool Decision Maker. Two Zoom meetings occurred with the team of six
employees encompassing various positions at MDMC. Each meeting was 1 hour long with an
estimated budgetary need of $600. This was to ensure that the use of the EMR and the
integration of the screening tool was seamless.
Epic Team. Two information technologists with the EPIC team spent 15 hours
developing the screening tool in Epic. This tool was used by RNs and the psychosocial nurse
navigator. The Epic team also built an order set that included referrals to dietary, psychology
services, social work, chaplain services, and more. The total budgetary need based on hours
worked was $675.
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Cancer Committee. Two cancer committee meetings were held throughout the project
implementation. This committee consisted of physicians, nurses, and administration. Each
meeting was one hour, and total budgetary need was $2000.
Tools
Epic Screening Tool. The cost to build the new tool in Epic along with the ability to run
reports on this tool varied. It was estimated that the cost for project implementation was $1000.
Computer. A Laptop computer was supplied for the nurse navigator along with already
supplied desktop computer. These tools were necessary for patient care at the bedside, in office,
and in the field. The cost was approximately $3000.
Printed Tool. At times, the screening tool was printed and mailed to patients for followup. The cost for paper and ink was $500.
Miscellaneous
Conference Room. There was no cost to reserve conference rooms for meetings that
occured in person. Most meetings occurred via zoom due to Covid-19 concerns. It was
important to mention that cleaning of rooms occurred for in-person meetings.
Zoom Subscription. As most meetings occured via zoom, an upgraded subscription was
needed. Yearly subscription was $240 for businesses.
Office Supplies. Office supplies such as clipboards, pens, paper, ink, staples, and paper
clips was needed occasionally for mailout tools and direct patient interaction. Approximately
$500 was anticipated.
Community Partner Development. Part of the nurse navigator’s role was to develop
relationships with community resources. This included mail out letters, small swag items,
catered lunch, and educational events. Maintaining these relationships was vital to increase
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mutual referrals between MDMC and community resource. The estimated budgetary need was
$5000.
Total
Total income is $120,000. Total estimated budgetary need is $100,640. Net income is
$19,360.
Expected Return on Investment
The cost of this project was little to none when comparing with the cost of poor health
outcomes. Sobel (2000) states that almost 1/3 of oncology patients meet DSM criteria for
depressed or anxious mood. An additional 7% were diagnosed with major depressive disorder.
Furthermore, 20% of oncology patients needed to see a professional for supportive services, and
25% needed a social worker or advanced practice nurse to deal with financial and practical
issues. This study also indicated that patients who participated in psychotherapeutic interventions
decreased length of hospital stay by 77.9%, had a 66.7% decrease in hospitalization frequency, a
47.1% decrease in physician office visits, a 45.3% decrease in emergency room visits, and a 4%
decrease in prescriptions received. Addressing these needs ultimately eased the strain on hospital
resources. Also, developing community resources increased patient referrals. A goal of this
project was to utilize internal referrals such as chaplain, psychology, and nutritional services.
Services that were not offered internally were sent out to the community. As relationships were
developed, referrals will inevitably return to oncology services resulting in increased revenue.
Sustainability Plan
The leadership team continued to meet weekly, or bi-monthly, as well as a quarterly
Cancer Committee meeting. At these meetings topics such as project implementation,
completion markers, success, opportunities for improvement, and budget were discussed.
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Ongoing opportunities for improment, such as when 100% documentation was not attained after
the first implementation, were discussed, as well as measures to improve that number. Questions
were explored such as where was the fallout? Were patients refusing screening? Were nurses
skipping this screen during admission or discharge? If so, the why? The leadership team
continued to grow the BOE and established relationships with successful community resources.
This was inevitably an iterative process. Although 100% participation was desired, the
implementation team recognized that was unrealistic. There is always an opportunity for human
oversight, and a busy nurse did not make the time to screen on admission. Additionally, some
patients did not want to report. Also, utilization of community resources was not completely
understood by patient and providers, and some patients were missed for re-screening. There were
areas that the team must improve, and the original data show the areas for improvement.
Dissemination Plan
Findings were disseminated at the quarterly cancer committee meeting in February 2022.
The team will implement this screening process to the four other Methodist hospitals in the
Dallas/Fort Worth area by August 2022. Once implemented for inpatients, the focus of the
screening will be on clinic implementation by 2023. Findings will be relayed to director of
oncology as well as hospital president.
Conclusion
A detailed plan was conducted and followed using various models, timelines, and step-bystep processes. The planning process was iterative but exhaustive. Appropriate departments and
participants were informed of the plan and project approval was given.
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Chapter 4
Project Results
The results of this change initiative are clearly explained in this chapter. This explanation
discusses the results found in the project including population demographics, data analysis, and
project limitations. These results were identified using EMR reporting tools and manual data
abstraction.
Results
Demographics
The population that was included in this project was all admitted patients with a cancer
diagnosis to the three inpatient units that commonly see oncology patients. This included 7 and 8
Schenkel Tower and 6 Sammons Tower. This project did not include oncology patients that were
initially admitted to the intensive care unit (ICU) or surgical areas. Screenings for patients with
repeat admissions over the course of project implementation were only counted on their initial
encounter.
Data Analysis Results
A total of 174 patients with a cancer diagnosis were admitted to MDMC from 5/1/20218/31/2021. Of those, 148 patients were screened for psychosocial distress (85%). Twelve patients
declined screening and fourteen patients were not screened and did not have any documented
refusals of screening in the EMR. The average distress score was 4.6 on a scale of 1-10. Thirtysix of the screened patients had a psychosocial distress score of five or higher and were referred
to PNN. Three patients that scores less than five requested consults with the PNN. All of those
patients were consulted by PNN whether in person or on the phone, and completed the NCCN
problem list. Twenty-two patients were referred to the social worker for issues described as
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financial, transportation, insurance, and work. Thirty-four patients were provided information for
support groups either in person or virtual. Twenty-four patients were referred to a registered
dietitian. Eight patients were referred to palliative care or hospice. Other referrals included
chaplain services, counseling, and fitness facilities.
Follow-up screenings were completed at three months time. Out of the 148 initially
screened patients, 135 were rescreened at three months. The discrepancy in repeat screenings
included four deaths and nine patients that did not return phone calls. The average re-screening
distress score was 3.1 out of 10. All 22 social work referrals were utilized, 20 out of 34 patients
attended online support groups, all 24 referred patients were consulted at least once by the
registered dietitian, and all 8 patients utilized palliative or hospice care, including four deaths.
The BOE suggested that behavioural interventions would be effective in improving oncology
patients perceived QOL. The 32% drop in average screening scores, going from 4.6 to 3.1,
supports the recommendations from BOE.
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Table 1
Table Showing Initial Screen Versus 3-Month Follow-Up

Limitations
This project had one significant limitation. The referral to the PNN was not automatic for
patients with a screening score of five or higher. The PNN had to manually run reports in Epic to
find patients scores and follow up with them appropriately. This was time consuming and was
not an efficient way to conduct screening. As we disseminate finndings, we will work to
streamline the process by triggering automatic referrals in Epic.
Conclusion
Although the anticipated project measures were not achieved 100%, the findings are
encouraging. The average screening score dropped by 32% utilizing a standard psychosocial
screening process and applying appropriate interventions.
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Chapter 5
Projections for the Future
The positive impact of this project, as evidenced by significant decrease in distress
screening scores, was encouraging for the implementation team. Further efforts to sustain this
project at MDMC as well as dissemination of findings and implementation at other facilities is
addressed in this chapter. The implications from this project will be described both internally and
externally.
Sustainability
The sustainability plan for this project includes continual buy-in from key stakeholders,
streamlining the screening process and referral system, and consorting with various organizations
that support this initiative. These organizations include but are not limited to the National Cancer
Control Program, the National Comprehensive Cancer Network (NCCN), and the Institute of
Medicine. Three key components were also considered: Community, Organizational, and
Financial.
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Figure 7
Key Components: Community, Organizational, and Financial

Community
Supportive services such as support groups, counseling, and various therapies utilized
were debrifed on success of the project via email. Through email or phone the PNN discussed
ways to improve the referral processes and improve convenience for patients when utilizing
these referrals.
Organizational
The NCCN standards were referred to when measuring outcomes and processes. Staff
training for use of screening tool was provided through Methodist University, and discussion
with the EPIC team was held to automate the referral process for scores of five or higher.
33

Financial
Some patients reported decreased use of medications as well as decreased hospital visits at
the time of rescreening. Longitudinal data was collected to assess the impact on healthcare costs.
Financial resources are drivers in the healthcare facility.
Internal Implications
The internal implications of these results are significant. Communication between
departments, specifically oncology services, data registrar, and inpatient units, was improved.
The PNN not only communicated with all departments, but the PNN facilitated learning
opportunities for various other initiatives. There was a collaborative effort across the different
Methodist facilities in DFW. This effort formed professional relationships that improved
outcomes and patient satisfaction. The implementation of the screening tool in Epic allowed for a
standardized process that can be replicated across various units and facilities. Lastly, internal
referrals were increased, and increased referrals means increased revenue.
External Implications
The external implications of the project are also significant. Patients in general reported an
improved perceived quality of life. This may improve patient outcomes, patient satisfaction, and
decrease healthcare costs in the long run.
Dissemination Methods
The project findings were presented to the Cancer Committee, hospital president, and
director of oncology, and the results were received enthusiastically. The PNN participated in a
round table discussion with a national team of researchers at the University of Pittsburgh
Medical Center in February of 2022, and presented the project findings. The hopeful outcome of
that conversation is project implementation at facilities outside of the Methodist system. The
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next steps include presenting findings to the hospital admistration representing all Methodist
facilities in DFW, as well as Methodist clinics. This will continue to drive the screening process,
add more floors and facilities, build on internal referrals, make referrals convenient for patients,
and ultimately de-stigmatize mental health by routinely addressing psychpsocial distress in
oncology patients.
Conclusion
The future is hopeful for this project and patient population. Sustainability of this project is
dependant on improved communication and more efficient screening processes for team
members. The key lessons learned over the course of this project are that patients will not
automatically do what is shown to benefit them. Effort must be put into explaining the “why”
behind this project, or interventions may fall short. Without a standardized process, steps can be
easily missed. The team will continue to work on making this a streamlined process. Sadly,
mental health is under-priortized compalred to physical health. This must change and be
addressed early in cancer care. Lastly, perfection is not a measure of success. Although the team
did not meet the metrics 100% of the time, this is still considered a successful project. Further
time and effort will go in to bettering this intiitave in the future.
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Appendix A
Systematic Search: Pubmed
This shows the systematic search used in Pubmed. The literature for the evidence-based
intervention was identified with this search strategy. A screenshot is included.
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Appendix B

Systematic Search: CINAHL
This shows the systematic search used in CINAHL. The literature for the evidence-based
intervention was identified with this search strategy. A screenshot is included.
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Appendix C
Systematic Search: Cochrane
This shows the systematic search used in Cochrane. The literature for the evidence-based
intervention was identified with this search strategy. A screenshot is included.
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Appendix D
Evaluation Table
This shows the evaluation table. The evaluation table for the evidence-based intervention was identified through careful
crafting of the evaluation table and culling through the literature. This is an important step in the evidence-based practice project.
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Studies Depression Scale,CG- Control Group,D- Decrease,DA- Data Analysis,DEP- Depression,DIS- Distress,EF- Emotional
Function,eMBCT- eMindfulness based cognitive therapy,FCRI- Fear of Cancer Recurrence Inventory,FFMQ- SF- 5 facet mindfulness
questionnaire short form,FTF- Face to Face,FU- Follow Up,HADS- Hospital Anxiety and Depression Score,HR- Heart Rate,IIncrease,IB- Internet Based,IC- Internal Consistency,INC- Informed Consent,IES-R- 22-item self-report measure,INS- Insomnia,ITVIntervention,LOE- Level of Evidence,LTE- Long Term Effects,MA- Meta Analysis,MBCT- Mindfulness based cognitive
therapy,MD- Mean Difference,ME- Mixed effects,MH- Mental Health,MHC-SF- Mental Health Continuum Short Form,MI- Music
Interventions,MO-Month ,OC- Outcomes,OP- Oncology patients,PD- Psychological Distress,PRC- Peoples Republic of China,PSPhysical Symptoms,PSI- Psychosocial intervention,PT- Post Treatment,QOL- Quality of Life,QRCT- Quasi Randomized Controlled
Trial,RCT- Randomized Controlled Trial ,RM- Radical Mastectomy,RR- Respiratory Rate,SCID-I- Structured Clinical Interview for
DSM-IV Axis I Disorders,SCM- Self Care Management,SF- Social function,SF-12- 12 item short form,SR- Systematic Review,SERSelf Report,SS- Sample Size,STAI- State Trait Anxiety Inventory,TE- Treatment Effects,UC- Usual Care
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Appendix E
Evidence Synthesis Table
This shows the synthesis table. The synthesis table for the evidence-based intervention was identified through determining the
level of evidence for the literature. This is an important step in the evidence-based practice project.
Studies

Design

Sample

Intervention

Outcome

A

RCT

N=254

FTF MBCT and
eMBCT

MH and QOL improved in both arms, showing success
with both MBCT and eMBCT.

B

SR

N- 32 trials and
3731 participants

MI

Beneficial effects on AX, PN, FTG, and QOL.

C

MA

N=136 RCT’s and
4217 participants

Information
support, CST,
Psychotherapy

Significant improvement in QOL, EF, and SF

D

RCT

N=392

CBT, SCM, UC

E

SR

N-68

F

MA

N-1289

CBT, meaning,
dignity therapy,
counseling,
education, and
MI
CBT

Significant improvement in INS and QOL in the CBT
group compared to SCM and UC.
Dec DEP, AX, and improved QOL

Significant improvement in DEP

Legend: A = Cillessen et al , B = Dileo et al, C = Kalter et al , D = Qui et al , E = Teo et al , F = Ye et al ,
AX- anxiety, CBT- cognitive behavioral therapy, DEP- depression, EF- Emotional function, eMBCT- e Mindfulness based cognitive
therapy, FTF- Face to face, FTG- Fatigue, INS- Insomnia, MA- Meta analysis, MBCT- Mindfulness based cognitive therapy, M- Mental
Health, MI- Music Intervention, PN- Pain, QOL- Quality of Life, RCT- Randomized controlled trial, SCM- self-care management, SFSocial Function, SR- Systematic review, UC- usual care
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Appendix F
Outcomes Table: Effect of Cognitive Behavioral Therapy on Quality of Life
This shows the outcomes table. The outcomes table for the evidence-based intervention was identified through determining the
outcomes in the existing literature. This is an important step in the evidence-based practice project.
A

B

C

D

N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A

E

QOL
AX
PN
FTG
EF
SF
INS

N/A
N/A
N/A

DEP

N/A
N/A

N/A
N/A
N/A

N/A

N/A

N/A

N/A

N/A
N/A
N/A
N/A
N/A

F
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A

Legend: A = Cillessen et al , B = Dileo et al, C = Kalter et al , D = Qui et al , E = Teo et al , F = Ye et al
AX- Anxiety, DEP- Depression, EF-Emotional Function, FTG- Fatigue, Ins- Insomnia, PN- Pain, SF- Social Function
= decrease in,

= improvement in, N/A- Not Addressed
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Appendix G
Timeline
This shows the timeline. The timeline for the evidence-based intervention was identified through consideration of each step in
the project implementation process. This is an important step to guide the evidence-based practice project.
PICOT Question: In oncology patients (P), does the implementation of a psychosocial program (I), compared to standard care (C),
affect perceived quality of life (O), within 3 months after initial screening (T).
Team Leader: Robyn Rice, MSN, RN, OCN
Team Members: Allison Vo, MSN, RN (director) Kimberly Rodriguez (lead cancer data registrar)
Agency Contact/Mentor Contact Info: Allison Vo, Allisonvo@mhd.com
Preliminary
o Identify the key stakeholders Notes & Progress:
Checkpoint B
for your project
Key stakeholders:
o Active (on the
Active: hospital administration, physicians, inpatient and outpatient nurses,
implementation team) &
and patients.
Supportive (not on the
Passive: social workers, counseling services, chaplains, and other nurse
team, but essential to
navigators who will only be impacted if patient referral comes to them.
success)
Saboteurs: Possibly nurses who do not want to complete screening or
o Observe formal and
patients who do not see a need for it.
informal holders of power
o Be on the lookout for
Leadership: Myself, Allison Vo, and Kimberly Rodriguez.
saboteurs (those who
could stealthily disrupt the No IRB approval needed.
patient initiative)
o Identify and consider who
Approval for this project has already been granted. My position was hired for a
will fulfill project team roles psychosocial program for Dallas Methodist.
& leadership
o Consider what is needed to
I am still searching for Industry mentor. I am brand new to this facility, and I
begin acquisition of any
have a few feelers out.
necessary approvals for
initiating evidence-based
49

o
Checkpoint One

o

o

o
o
Checkpoint Two

o

o
o
o

change implementation and
dissemination (e.g., system
leadership, unit leadership,
ethics board [IRB])
Consult with Agency
Contact/Mentor
Gather internal evidence and
epidemiological evidence to
support the clinical issue and
craft resulting PICOT
question in proper format.
Assure team who is invested
in patient initiative is
prepared with internal and
external evidence and
PICOT question
Build EBP knowledge &
skills
Consult with Agency
Contact/Mentor
Conduct systematic search of
the literature in a minimum
of 2 databases (3 ideally with
interventions) using same
approach in each database
Apply criteria for
inclusion/exclusion to the
final yield
Conduct hand & grey
literature search
Connect with librarian

Notes & Progress:
Internal evidence:

Notes & Progress:
3 databases searches, Pubmed, Cinhal, and Cochrance. Same approach used
for each database.
Inclusion criteria:
5 years old or newer,
No librarian available while conducting initial literature search as I was not yet
an employee at that facility. Have reached out to librarian.
Weekly meetings have happened with implementation team since August 10th.
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Checkpoint Three

o Meet with implementation
group – UPDATE & TEAM
BUILD
o Consult with Agency
Contact/Mentor
o Critically appraise literature
o Conduct rapid critical
appraisal to identify
keeper studies.
o Craft Evaluation Table
o Craft Synthesis Tables
(based on eval table)
o Craft Recommendation
(based on synthesis tables)
o Discuss with implementation
group how synthesis of
evidence answers PICOT
question
o As fostered by discussion pose follow-up questions and
re-review the literature as
necessary
o Consult with Agency
Contact/Mentor

Notes & Progress:
RCA used to determine keeper studies
Evaluation table crafted
Synthesis tables completed
Recommendation completed: psychosocial screening, use of CBT (specifically
journaling, free CBT worksheets), and referral to outside resources
Have discussed with implementation group the positive outcomes related to
screening, use of CBT, and accurate referrals. We plan to use journaling, the
use of free CBT worksheets like “pleasant activity scheduling worksheet”, and
referral to outside sources.
Will continue to review literature and add to BOE.
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Checkpoint Four

Checkpoint Five

o Present synthesized evidence
with focus on implications
for practice to
implementation team
o If needed, conduct interviews
with content experts (e.g., as
necessary to benchmark)
o Begin formulating detailed
plan (how-to manual) for
implementation of evidence
(including process indicators
and completion outcomes)
o Include who must know
about the project, when they
will know, how they will
know (project
communication plan)
o Chose an appropriate
Change model, EBP model
and conceptual framework
(as appropriate) and how
they will guide the
implementation project
o Consult with Agency
Contact/Mentor
o Define project purposeconnect the evidence & the
project (e.g., do what the
researchers did and measure
the outcomes as they did)
o Define the baseline data to
be collected, collection
source(s) (e.g., existing

Notes & Progress:
Weekly team meetings have happened since 8/10/2020.
Multiple meetings with various social workers, palliative care workers, and
counselors who have implemented similar programs at their facilities.
Process indicators include weekly meetings, 90% of patients being screened,
100% of patients scoring a 5 or more on distress screening having documented
appointment with psychosocial nurse navigator to discuss CBT, referrals, and
various other needs.
Change model: Health Belief Model
EBP model: Collaborative care model

Notes & Progress:
Purpose:
To improve perceived quality of life for oncology patients by implementing
psychosocial program which includes timely screening at pivotal
appointments, assessment by psychosocial nurse navigator, and appropriate
interventions such as CBT and outside referrals.
Baseline data:
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o

o
o
o

o

o
Checkpoint Six
(about mid-way)

o

o

dataset, electronic health
record), methods of
collection, & measures
Define project process
markers – what indicate
project implementation was
implemented smoothly
Define project completion
outcomes – what indicate a
successful project
Write data collection
protocol
Write the project protocol
(note - data collection fits
within this how-to
document)
Finalize any necessary
approvals for project
implementation &
dissemination (e.g., system
leadership, unit leadership,
IRB)
Consult with Agency
Contact/Mentor
Meet with implementation
group to go over
implementation plan
(consider Gantt chart)
With team:
o Discuss known barriers &
facilitators of project
(these will be specific to

Internal data. Admission of oncology patients versus admitted oncology
patients with a referral to palliative care (currently the only supportive care
program implemented at this facility.) This is collected through reports run
through EPIC, the EMR.
Project process markers:
Weekly team meetings with implementation team. 90% of admitted
oncology patients screened, and 100% of scores 5 or higher with documented
assessment by psychosocial nurse navigator. Documented referrals to outside
resources or reason why one was not placed.
Project completion outcomes:
Number of assessments done by psychosocial nurse navigator and lower
distress scores on subsequent screenings for patients.
Project protocol in process, but it is adhering strictly to the COC standards.
https://www.facs.org/-/media/files/qualityprograms/cancer/coc/optimal_resources_for_cancer_care_2020_standards.ashx
(section 5.2)
All approval has been given. No IRB approval needed. This position has
already been hired for. We have a budget to meet the needs of this program.
Cancer committee will formally meet in January of 2020 to give the green
light on program implementation.
Notes & Progress:
Weekly meetings with implementation team.
Barriers include only having access currently to inpatients and surgical
oncology clinics as they are strictly Methodist facilities. We do not have
access to medical oncology records YET as they are Texas Oncology and not
officially part of our system.
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o

o

o
o

o

each individual patient
initiative)
o Discuss strategies for
minimizing barriers &
maximizing facilitators
with team
o Finalize protocol for
implementation of
evidence
o Identify resources
(human, fiscal, & other)
necessary to complete
project
Supply agency
contact/mentor with written
IRB approval & managerial
support approval
Consider best match for
dissemination of project
outcomes. Review abstract
due dates. Begin to work on
abstract for oral or poster
presentation
Disseminate project progress
from initiation to progressto-date to key stakeholders
Discuss with
team/stakeholders evaluation
plan –specifically how, who,
what, when, & where.
Inform stakeholders of start
date of implementation &
initial poster presentation to

Strategies to minimize barriers includes meeting with Texas Oncology
administration to obtain access to their EMR. Until that happens, we plan to
implement this for Methodist Dallas inpatients along with all Methodist
surgical oncology clinics.
Resources needed:
Screening with distress tool by floor nurses, medical assistants, or other
support staff.
Assessment by psychosocial nurse navigator for anyone who scores 5 or
higher on distress screening.
Community resources to refer to such as AYA, support groups, financial
support, social workers, etc.
Abstract in progress
Key stakeholders include hospital staff, nurse navigators, and patients.
Currently the only concern addressed was making sure the screening tool did
not take too long to complete. This would add work to the healthcare workers
that they may not want to do/may not have time to do. We have chosen a short
distress screening tool to be added into the EMR. It will just be a few clicks
then scores of 5 or higher will be assessed by psychosocial nurse navigator.

54

o
o
o
Checkpoint
Seven

o

o

o
o
Checkpoint Eight

o
o
o

Checkpoint Nine

o

communicate project
initiation (see next phase)
Address any concerns or
questions of stakeholders
(active & supportive )
Discuss all dissemination
plans
Consult with Agency
Contact/Mentor
Consider dissemination of
patient initiative progress
periodically throughout the
project to team
Consider intermediate poster
for National Nurses Week or
other such venues to foster
awareness of initiative and
foster system-wide
recognition of initiation
Educate staff and leadership
about project
Consult with Agency
Contact/Mentor
LAUNCH EBP
implementation project
Record notes about
implementation (issues)
Consult with Agency
Contact/Mentor
Mid-project meet with all
key stakeholders to review
progress & provide outcomes
to date.

Notes & Progress:
This is in progress. Staff and leadership have been educated, but planned in
services will be completed on floor units periodically.

Notes & Progress:
In progress.

Notes & Progress:
In progress.
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Checkpoint Ten

Checkpoint
Eleven

o Review issues, successes,
aha's, & triumphs of project
to date.
o Ensure progress markers met
o Lessons learned recorded by
making notes on Gantt Chart
plan
o Implement sustainability
plan with QI methods
o Consult with Agency
Contact/Mentor
o Complete final completion
outcome data collection for
project evaluation
o Analyze completion outcome
data – mean differences,
frequencies
o Consider sustainability
planning
o Consider abstract submission
for final project
dissemination - locally &
nationally
o Consult with Agency
Contact/Mentor & Agency
Leadership
o Standardize sustainability
plan, including QI methods,
metrics and processes.
o Reflect on project
progression (Gantt chart &
lessons learned)

Notes & Progress:
In progress.

Notes, Progress & Next Steps
In progress.
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o Revisit extra questions
generated throughout process
o Consult with Agency
Contact/Mentor & consider
new questions
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Appendix H
GANTT Chart
This shows the GANTT Chart. The GANTT Chart guides the processes involved in the project implementation. This is an
important step in the evidence-based practice project.
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Appendix I
Logic Model
This shows the Logic Model. The Logic Model considers the required inputs and outputs for the evidence-based intervention.
This is an important step in the evidence-based practice project.

Program Name and Student Name: Psychosocial/Distress Screening- Robyn Rice, MSN, RN, OCN
Program Goal: To appropriately identify psychosocial needs, intervene when needed, and improve perceived quality of life for
oncology patients.
Resources/Inputs
Necessities List
Wish List
1. Psychosocial Nurse Coordinator
1. Social Worker
2. Clinic and floor nurses
Human Resources
3. Community resources (support groups,
counseling, food banks, childcare, etc.)
1. Distress screening tool (paper)
1. Electronic screening tool built into EMR
Office Supplies
2. Phone or laptop for zoom calls with patients
and community resources
1. Access to patient charts between clinic and
1. Ability to screen Texas Oncology patients
inpatient Methodist oncology patients
(they are currently in the same building but
Organization Resources
2. Access to meeting rooms
are not Methodist. They use a different
3. Time spent with administrators and other
charting system and I currently do not have
stakeholders
access)

OUTPUTS
Activities

Audience(s)

Short-Term
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OUTCOMES
Mid-Term

Long-Term

•

•

•

•

Conduct regular
psychosocial/distress
screenings for
oncology patients at
pivotal appointments
(diagnosis,
hospitalization,
before starting
treatment, after
treatment is over,
etc.)
Meet with patients
one on one if they
score high enough on
screening tool. This
is a way to identify
what the exact needs
are.
Contact community
resources to find out
what is available for
oncology patients
Distribute pamphlets
and brochures to all
oncology patients,
regardless of their
screening score

•
Psychosocial nurse
coordinator, floor and
clinic nurses, physicians
•

Oncology patients,
psychosocial nurse
coordinator.
•
Community organization
employees such as nonprofits, support group
leaders, counselors, etc.
Oncology patient’s
inpatient and in clinic.

90% of
oncology
patient
screened for
psychosocial
distress.
100%
documented
assessment by
psychosocial
nurse navigator
for anyone that
scores 5 or
higher on
screening.
100%
documentation
on community
referrals placed
or
documentation
on why it was
not placed.

Stakeholders
•
•
•

Oncology patients
Healthcare providers (nursing staff, physicians, medical assistants)
Hospital administration
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•

•

100%
documentation of
referrals placed or
why they were not
placed.
Mid-survey
documenting
patients use of
outside referrals.
(did they actually
use this resource?)

•

Improved
perceived quality
of life for
oncology patients.
Decreased
depression,
anxiety, improved
outlook on life per
patient report and
per repeat
screening. This
would mean a
lower distress
score than the
original screening.

•
•

EPIC informaticists
Community resources

Process Indicators
• 100% of patients that score 5/10 or higher on distress tool will have a documented meeting with psychosocial nurse
coordinator.
• Weekly meeting with psychosocial nurse coordinator, director of oncology services, and head registrar to plan and vision cast.
•
External Influencing Factors
•
Environmental/Setting
•
Setting
•
Times
Audiences targeted

At time of cancer diagnosis and other pivotal points such as initiation of treatment, completion of
treatment. Screenings will be done at the convenience of the patient (when they already have an
appointment, meet them where they are at)
Inpatient at Dallas Methodist, in clinic with various surgeons (breast, digestive, lung, urology). One
on one screening with coordinator will take place either at the time of appointment with physician, or
via phone or zoom.
Monday-Friday 8-4:30 while it is the main role of the psychosocial nurse coordinator. As this
becomes (hopefully) implemented into the EMR, this can be done by floor nurses any time during
the patients stay.

•

Oncology patients

•

Relationships have been formed with social worker at medical city who is currently many steps
ahead in the process of implementing a psychosocial program. She has plugged me into various
community resources and showed me that the barriers we are seeing are still barriers for her
currently. (not having access to medical oncologist office as it is a different organization, when to
screen, how to meet patients where they are at)
The breast, colorectal, pancreatic, and survivorship coordinator will be great influences as they may
eventually perform screenings on their specific population.

Influences/Programs
•
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Assumptions
• Screening for psychosocial needs will improve perceived quality of life for oncology patients.
• Screening will be a simple and fluid process.
• Patients will be eager to be plugged in to community resources that are applicable to them.
• Health outcomes will be improved as patients and healthcare providers address the patient holistically.
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Appendix J
COC Standards
This shows the COC Standards. These standards guide care for the patient population.
This is an important step in the evidence-based practice project.
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Appendix K
Budget
This shows the budget. The budget for the evidence-based intervention is important to
consider financial restraints. This is an important step in the evidence-based practice project.
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Appendix L
Organizational Letter of Approval
This shows the organizational letter of approval. The letter of approval shows
organizational support. This is an important part in the evidence-based practice project.
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